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TO BE FILLED IN BY OFFICE STAFF:
Last Name First Name AHCCCS ID D.O.B. Age (Moriths)
Date of Examination Ht. (in) Percentile Wt.(bs) Percentile Head Circ. (cm) | Health Plan Name
TO BE FILLED IN BY PROVIDER !
HISTORY INITIAL/INTERVAL T
Comments - . p
NUTRITIONAL ASSESSMENT [ ] Adeguate [ ] Inadequate [ ] Referred - ' R
SENSORY ASSESSMENT Vision: Within normal limits? [ 1 Yes [ ] No, Refer
Hearing: Within normal limits? [ 1 Yes [ 1 No, Refer
Speech: Within normal limits? [ ] Yes [_ ] No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes [ ] No
At least 20 words, kick a ball, can follow two-step commands, uses two-word phxases, stacks five or sxx blocks
(If suspicious, do specific objective testing) Assessment Tool (name)
Are the following normal? h
Yes No
Skin . ;
HEENT
Teeth
Nodes
Heart
Lungs
Abdomen
Ext. Gen. -
Extremities
Spine/Neuro
LAB/SCREENING
Tuberculin Test :
Lead Screen: Verbal Risk gh | Low Follow-up needed? [ 1 Yes [ ] No
il IMMUNIZATION ASSESSMENT l
Yes | No
Did this child receive all immunizations due today? [ ] Ys [ ] No
Lab Lead Screen (required) Is there a current immunization record in the medical chart? [ ] Ys [ ] No
! PATOR NA . OR A
tal
[ 1 Changes in appetite [ ] Injury prevention |[: % gl?sl
[ ] Brushing teeth ) [ ] Nutrition [ ] wic
[ 1 Read to child [ ] Sleep practices [ ] Specialty
[ ] Toilet training [ ] Child care providers [ ] Other
Next scheduled visit Clinician Name Clinician Signature
Was this claim coded as an EPSDT Visit (HCFA-1500)? [ 1 Yes [ ] No




